In retrospect it is clear that those who fought Nye Bevan's plans for setting up the National Health Service were right in at least one important respect. The setting up in 1948 marked a revolution in the relation between the state and the medical profession. But it was not quite the revolution that the critics had anticipated and prophesied. It did not mean the triumph of bureaucracy over professionalism or the subordination of doctoring to ministerial diktat. Instead, it created a situation of mutual dependency. On the one hand the state became a monopoly employer: effectively members of the medical profession became dependent on it not only for their own incomes but also for the resources at their command. On the other hand the state became dependent on the medical profession to run the NHS and to cope with the problems of rationing scarce resources in patient care. The subsequent history of the NHS can, in institutional and political terms, be seen largely as a series of attempts to manage this mutual dependency, to find ways of accommodating the frustrations and resentments of both sides in the partnership, and to devise organisational strategies for containing conflicting interests within the framework ofthe NHS. My theme, in short, is that it is possible to understand what is happening in the NHS today-and indeed what has happened over the past 40 odd years-only if it is seen f 7e:'t",':--'.
..MORITU RI TE SALUTANT as the stage on which the tensions built into its design are acted out. For the drama to conflict between state and profession is not an accidental byproduct of Britain's health care, it is the inevitable outcome of the financial and institutional framework that was set up in 1948. The puzzle is not that there has been so much conflict but that it has, so far, been possible to cope with it in such a way as not to destroy the NHS.
Symmetrical frustration
For 40 years the state and profession have been engaged in a repetitive cycle of confrontation. The issues have changed over time (though some constant themes are evident), and so have the personalities, as Labour secretaries of state have yielded to Conservative ones in the demonology of the medical profession (the special place of Mr Kenneth Clarke in this respect mainly reflects a lack of collective memory). Yet despite 40 years of bickering and recrimination the NHS has survived. Despite decades of denouncing the inadequacies of the NHS the medical profession remains dedicated to its defence. Despite the political costs of being regularly pilloried in the media for its stinginess the government proclaimed its loyalty to the principles of the NHS in the 1989 review. Despite the frequent protestations that the NHS is on the point of collapse public support remains undiminished. Consensus about the desirability of the NHS has survived and contained the conflict within it. How has this been achieved? What are the prospects of maintaining the balance in the coming decades?
One answer may be that there is a neat symmetry of frustration'in the relationship between the state and the profession.' In the case of the state it is its control over money' that makes the NHS such an attractive proposition; in the international context the NHS is quite clearly' the "best buy" model for delivering comprehensive universal health care at the lowest price and in a reasonably equitable way.' But it is, of course, precisely this control that frustrates the medical profession-in Enoch Powell's words: "The unnerving discovery every Minister ofHealth makes at or near the outset of his term of office is that the only subject he is ever destined to discuss with the medical profession is money."2 If the medical profession is not engaged in wrangles over its own pay it is battling for more funds for the NHS. Conversely, the NHS provides a'setting in which the medical profession can exercise its skills with almost complete autonomy: within the limits of the available resources NHS doctors have been more free to exercise-their professional judgments than their peers in the United States and in most other' Western countries. But it is, of course, precisely this autonomy that frustrates the governiment. If ministers are to achieve their priorities they are sooner or later driven to question medical practices and to search for ways of achieving some sort of influence over clinical decisions on such matters as, for example, lengths of stay or expenditure on drugs.
There are other factors also. In the case of the state, to concede autonomy to the medical profession is also to delegate responsibility for rationing: the'NHS allows political decisions about'resources to be disguised as clinical decisions about individual patients. In the case of the medical profession the system allows it largely to control' entry and thus to assure employment for its members: the fact that doctors (like every other group) frequently consider themselves to be underpaid should BMJ VOLUME 301not disguise the fact that the NHS guarantees them an income linked to the going rate for the professional middle classes. In the past the medical profession has done well out of the intervention of the state in medical care: a profession that had a sizable proletariat of insecure and poorly paid practitioners before 1911 has become collectively more secure and wealthier with each step in the evolution of the state system. Above all the NHS commands loyalty that transcends self interest, whether political or professional. It is because there is a general perception that the NHS is an admirable instrument for distributing health care fairly-that it is preferable to have a system where the incentives are to do too little, even if this means more queues, rather than do too much-that consensus has hitherto contained conflict and that the individual discontents have not led to a repudiation of the 1948 settlement.
Once we recognise, however, that these discontents are not just accidental aberrations but are built into the design of the NHS it follows that we cannot simply take the comfortable view that the future will be like the past. Having It was this which precipitated a major confrontation between the government and the profession, with the BMA advising its members not to cooperate in NHS administration or to sign national insurance medical certificates in protest against what was seen as "arbitrary action" by the state. The successor body was appointed on the understanding that its recommendations would not be rejected or modified by the government "unless there were obviously compelling reasons for so doing."4 In the event, Britain's stormy economic history has provided quite a few such compelling reasons. The experience of pay determination therefore warns against optimism about the scope for insulating the NHS from political or economic pressures by means of technical fixes, whether by devising formulas for pay or formulas for determining its budget by allocating a fixed proportion of the national income.
Engineering consensus
Inevitably, it would seem, the management of mutual dependency and the resulting conflict depends on the political system-that is, political context, style, and conventions that shape the relationship between the state and the profession. Here it is possible to identify some important changes that distinguish the past decade from the previous 30 years. From the 1950s to the 1970s the NHS provided perhaps the most convincing text for those who argued that Britain had a corporatist policy making system, with policy emerging from a process of negotiation and bargaining between Whitehall ministries and interest groups like the medical profession, industry, and the trade unions. 6 It was a system in which differences might on occasion erupt into open conflict-as was indeed the case with the NHS-but where all participants were constrained by the knowledge that they had a shared interest in maintaining the framework. In the words of Sir George Godber, one of the main architects of change at the time,, it was a period in which progress was largely made within the NHS by a process of engineering consensus.
In the 1980s, however, the Conservative government has explicitly challenged and repudiated the notion of a corporatist approach to policy making. Corporatism has been identified as a source of stagnation, institutional sclerosis, and the pursuit of self interest at the expense of the public interest. Consensus became the enemy instead of being the objective. It-is a view of politics that sees a strong state dealing with strong citizens (strong because they are empowered by the giving of more resources and more say over their lives, whether in housing or education) rather than with interest groups like professions, which act as the agents of their members. It therefore implies a quite different political style; the old conventions have been relegated to the history books. It also implies a different view of the "place of the medical professional in society": like other professions, such as law, it becomes increasingly regarded as just one more lobby or pressure group rather than carrying some special imprimatur deriving from the nature of its expertise or its claims to represent a particular set of values.
Exclusion in 1989
The contrast can be illustrated by comparing the 1974 reorganisation of the NHS with that now being implemented. In 1974 corporatism as interpreted by the secretary of state, Sir Keith (now Lord) Joseph, ruled supreme. The new design of the NHS was hammered out in consultation with the professions. The product of committees, it spawned yet more committees in an attempt to ensure that every interest in the NHS would be represented.! In doing so it universalised veto-power and by seeking to satisfy BMJ VOLUME 301 3 OCTOBER 1990 everyone managed to please no one. Indeed, it seemed to show that corporatism led only to rigidity and inflexibility. Conversely, the 1989 review seemed to be based on the belief that it would be possible to avoid repeating the mistakes of the past by not trying to consult or satisfy any of the NHS interest groups. It was the first time in the history of the NHS that the medical profession was systematically excluded from the decision making process leading up to the review; an exclusion which may perhaps explain the subsequent bitterness rather more than actual policy content. Indeed, the BMA's subsequent advertising campaign served largely to advertise the fact of the profession's exclusion. It drew attention to the profession's loss of privilege: in happier, corporatist days the profession had its own direct and private links with civil servants and ministers -an iron triangle of consultation that turned out to be made of cardboard in the 1980s.
Looking to the future, therefore, it seems clear that the way in which the relationship between the state and the medical profession is managed will depend not on what happens within the NHS but on what happens to Britain's political system. If the 1980s turn out to be an interregnum-if the assault on the role of interest groups proves to have exhausted itself-then there may well be a return to the politics of the double bed: peace between partners through propinquity.
The emphasis might then once again be on trying to engineer consensus through the participation of professions, trade unions, and other interest groups in the policy process-the European rather than the American model. It seems unlikely, however, that memories of the 1970s and earlier decades will disappear entirely or that the risks of corporatist stagnation will be quietly accepted. If the professions are once again to be seen as partners in the policy process rather than pressure groups exclusively pursuing their own interest it may mean that they will also have to show their willingness and capacity to adapt and change and, above all, to recognise that they are accountable as much to the society that grants them their privileged status as to their own members. If such a new political settlement cannot be achieved, however, it seems unlikely that the NHS will survive long into the twenty first century.
